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ABSTRACT 
 
Background: Pakistani is one of the main minor ethnic groups in Hong Kong. Facing many 
difficulties, such as language barriers and financial constraints, this group warrants attention 
of dental professionals to improve their oral health.  
Objectives: This project aimed to investigate the oral health knowledge, attitude, and status 
of Pakistani adults in Hong Kong and deliver/evaluate tailor-made oral health education 
programme to this community.  
Methods: With the support of four non-governmental organizations, 108 Pakistani adults 
(aged 18 or above) were recruited. A questionnaire on their oral health knowledge and 
attitude was completed. Oral examination was conducted to assess their oral hygiene status. 
Oral health knowledge and skill training was delivered to them using tailor-made 
pamphlets/video and customized oral hygiene advice. After 4 weeks, 53 (49%) participants 
were re-evaluated. Their caries and periodontal status were also recorded.  
Results: Poor oral health knowledge (especially on periodontal health) and attitudes were 
found. The treatment needs for caries and periodontal disease were high (59% had at least 
one untreated decayed tooth and no participant had healthy gingiva). Nevertheless, their 
utilization of dental services was scarce. Our oral health education programme has 
significantly improved some aspects of their oral health knowledge. No statistically 
significant change was found in their tooth brushing habits, despite the slight decrease in 
number of irregular brushers (11% to 6%). Significant reductions in sweet intake and visible 
plaque accumulation were observed.  
Conclusions: This study revealed unsatisfactory dental awareness and poor oral health status 
of Pakistani adults. Tailor-made oral health education programmes are useful for oral health 
promotion in this minority community. 
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1.  INTRODUCTION 
Pakistani is one of the major ethnic minority groups in Hong Kong. According to the 2011 
Population Census and 2006 Population By-census, there were 18,042 and 11,111 Pakistanis, 
respectively (Census and Statistics Department, 2006, 2011). Pakistani population has 
increased by 62% over the past 5 years. 
In foreign countries, it was usually found that the oral health of ethnic minority groups was 
worse than that of the general public. For example, a study showed that minority children in 
the U.S. experienced multiple disparities in medical and oral health, access to care, and use of 
services. Considerable proportion of Latinos (20%) and African Americans (11%) children 
had unsatisfactory oral conditions, which were far higher than that of the Whites (6%) (Flores 
and Tomany-Korman, 2008). Among adults aged 35 to 44 years, 40% of African Americans 
as compared to 23% of Whites had tooth decay. American Indians/Alaska Natives children 
aged 2 to 4 years had 5 times the rate of tooth decay, while children aged 6 to 8 years had 2 
times, compared to all children. Rates for untreated decay in these age groups were 2 to 3 
times higher than that in the same age groups in the general U.S. population. Periodontal 
diseases were 2.5 times more common in American Indians/Alaska Natives adults than in the 
general U.S. population (U.S. Department of Health and Human Services Office of Minority 
Health, 2008). 
There were no large-scale studies about the oral health status, knowledge and behaviors of 
ethnic minority groups in Hong Kong. A Community Health Project conducted in 2009 
showed that the oral health behavior and oral health status (caries rate and general 
periodontal conditions) of the South Asian children were satisfactory (Ho et al., 2009). The 
mean DMFT score was 0.44 (S.D. = 0.89). In 43% of participants, visible plaque was found 
on less than 25% of surfaces; only 20% of them had visible plaque on over 50% of surfaces. 
The highest CPI score indicated that calculus was found in 63% of participants and the 
remaining subjects had at least one site with gingival bleeding upon stimulation (Ho et al., 
2009). The periodontal health status of the children in this survey was similar to that of the 
children in the latest oral health survey in the general Hong Kong population (Department of 
Health, 2002). However, oral health knowledge of the South Asian children was low in 
general. It was found that 4 out of 5 children did not know the causes of tooth decay, while 
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three quarters did not have knowledge regarding prevention of dental caries. More than two 
thirds of them (70%) did not know the importance of fluoride. 
There are over 300 dialects and languages in Pakistan today and each is distinctly different 
from the others. Urdu is the national language of Pakistan and other common languages 
include Punjabi, Sindhi, Pashtu and Balochi. Compared to other ethnic minority groups, 
Pakistanis have a greater language barrier. A survey conducted by the government in 
1999-2000 showed that Indians and Nepalese (both 98%) had the best overall English 
command, while Pakistanis had the lowest with nearly 62% being unable to speak English 
(The Home Affairs Bureau and the Census and Statistics Department, 2001). The 2006 
Population By-census reported that only 9% of Pakistanis were able to speak Cantonese, 
which was far lower than that of Thais and Indonesians (Census and Statistics Department, 
2006). Although many organizations tried to break the language barriers, it was very difficult 
for Pakistanis to learn a new language. These language barriers greatly hindered the 
Pakistanis access to oral health information and dental care services provided to the general 
public by the government. 
Beyond language barriers, the socioeconomic status of Pakistani in Hong Kong is lower than 
that of the general public. In 2006, their median monthly income from main employment was 
only HK$9000, among the lowest in all ethnic minority groups (Census and Statistics 
Department, 2006). Besides, only 20% had post-secondary education. As stated by Caritas 
Youth and Community Service in their recent publication “We Can Dream We Can Fly”, 
there are different kinds of discrimination and invisible barriers adversely affecting the 
studying, working and integration of South Asians, in which Pakistanis occupy a significant 
proportion (Caritas Youth and Community Service Centre, 2011). 
Currently, there are non-governmental organizations (NGOs) in Hong Kong offering help to 
ethnic minority groups. For example, Caritas Youth and Community Service Centre provides 
language learning groups (both English and Chinese), social activities, integration/cultural 
activities, social concern and community education programmes, and individual guidance 
(Caritas Youth and Community Service Centre, 2011).  However, the services provided by 
most organizations normally do not include assistance in accessing dental and medical 
services, information and knowledge. Our team therefore, wishes to utilize our dental training 
to help the ethnic minority groups improve their oral health. Inspired by the International 
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Convention on the Elimination of All Forms of Racial Discrimination (ICERD) (United 
Nations, 1965), our team wishes our efforts can help assimilate them to the local society. 
This project targets Pakistani adults because they have even greater barriers than their 
children who are better exposed to health information from school and the School Dental 
Care Service. In addition, adults, especially housewives, as caregivers of their children and 
elders, are the gatekeepers of the health of the entire family. Their beliefs and behaviors 
highly determine the lifestyle of their family members. Education directed to them not only 
improves their oral health knowledge, but may also benefit the whole family. 
Foreseeing the tremendous needs and anticipating great potentials, our team hopes to take the 
first step, and stimulate further ones, to step into the Pakistanis’ world and promote their oral 
health. 
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2. AIMS AND OBJECTIVES 
The aims of the project were to investigate the dental awareness and knowledge and to 
provide oral health education to Pakistani adults living in Hong Kong. 
The objectives of this project were: 
1. To investigate oral health knowledge, attitude, and practice of Pakistani adults in Hong 
Kong and understand their barriers to dental attendance. 
2. To design and distribute a set of tailor-made oral health education materials (pamphlets 
and video) in their own language (Urdu). 
3. To evaluate the effectiveness of the materials in improving their dental knowledge, oral 
health habits and oral hygiene status 1 month after the oral health education. 
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3. MATERIALS AND METHODS  
3.1 PARTICIPANT	RECRUITMENT	
The target group of this community project was Pakistani adults (aged 18 or above) living in 
Hong Kong. Recruitment was done through centres run by NGOs providing regular social 
services to ethnic minority groups. Referring to a list obtained from the Hong Kong Council 
of Social Service (www.hkcss.org.hk), all 21 centres in the list were contacted by telephone. 
A centre was excluded if it (a) had no Pakistani adult members, (b) did not organize health 
promotion programmes, (c) had no interest in participation, (d) could not ensure the 
arrangement for both our baseline and review visits, or (e) had an estimated number of 
participants below 30. 
At last, four centres (Appendix I) with prompt reply (within a week) agreed to participate in 
this project. Invitation letters (Appendix II), project proposals (Appendix III) and promotion 
posters (Appendix IV) were sent to the centres. Each centre displayed the promotion poster 
and the staff at the centres actively contacted and invited their Pakistani adult members to 
join our programme. 
The target number of participants was set after considering the number of regular Pakistani 
adult members of each centre and the availability of time and venues. We aimed for a total 
number of 240 participants (150 at Chomolongma Multicultural Community Centre, 30 at 
North Point Integrated Family Service Centre Family Welfare Society, 30 at Caritas, and 30 
at MES/HKCS). 
The protocol of this project was reviewed by the Institutional Review Board of the University 
of Hong Kong/Hospital Authority Hong Kong West Cluster. An ethical approval was 
obtained (Ref. # UW12-055) (Appendix V). All participants gave their informed written 
consents before joining this project. 
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3.2 PROJECT	OVERVIEW	
 
Pakistanis who showed up at our baseline visit fell into 3 categories (Groups A to C as shown 
above). Group A completed the full-set questionnaires and received both oral health 
education elements (pamphlets and video). Group B was composed of (a) participants who 
joined the focus group thus had a prior exposure to the information in the pamphlets and (b) 
those who were unable to read English or Urdu thus could not understand the pamphlets. 
Group B only joined the video session and were only required to complete a short 
questionnaire. Group C were those who were either ineligible for this study or unable to 
cooperate. They only received the dental checkup; no data were collected from them. 
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3.3 DEVELOPMENT	OF	ORAL	HEALTH	EDUCATION	MATERIALS	
3.3.1 FOCUS GROUP 
To gain a deep understanding on Pakistanis’ culture, lifestyles, oral health awareness and 
habits and the barriers for their access to dental service, a two-hour focus group discussion 
was conducted at the Chomolongma Multicultural Community Centre. Nine Pakistani 
housewives joined the focus group. Because they were generally responsible for the family’s 
daily necessities, they could provide an overview of the oral health related issues of all family 
members. Two of our team members served as focus group moderators, with another team 
member as assistant moderator. A list of focus group guide was designed before the visit. An 
interpreter was present to facilitate efficient communication. 
A favorable group dynamic was seen in the Focus Group, with active discussions between 
participants and moderators and among participants themselves. The English version of the 
draft pamphlets was shown to the participants. Their comments and suggestions for 
modifications were collected. Valuable information was obtained and appeared to be helpful 
for us to refine the questionnaires and educational materials. For instance, we realized it was 
not uncommon that Pakistanis used herbs and mouth rinses for relieving their dental 
problems, rather than seeking dental care. Issues on language barrier and financial constraint 
were repetitively raised in the focus group when dental treatment needs were discussed. 
Other concerns, such as on dietary habits and choice of oral hygiene tools, were largely 
similar to what we normally heard from the general population in Hong Kong. In the 
pamphlets, some dental terms, albeit very commonly used in local society, were not well 
understood and needed to be replaced by other words suggested by the members of the focus 
group. 
3.3.2 PAMPHLETS 
Two oral health pamphlets were designed (Appendix VI). One pamphlet focused on 
transferring relevant knowledge, cultivating positive attitudes, and providing useful 
information. The contents mainly included (a) common oral diseases – tooth decay and 
periodontal disease (causes, symptoms and signs, preventive measures etc.), (b) common 
misconceptions on oral health, and (c) different types of dental services available in Hong 
Kong. The other pamphlet, adapted from an existing material of University of Hong Kong 
Student Union Dental Public Health Committee, provided oral hygiene instructions including 
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tooth brushing and flossing. Permission was obtained for translating and reprinting this 
pamphlet. 
Both pamphlets were translated into Urdu by the interpreter who was the programme 
coordinator of Chomolongma Multicultural Community Centre. Two computer software 
programmes (Inpage and Photoshop) were used to design the layout of the pamphlets. The 
final versions were available in both English and Urdu. 
3.3.3 VIDEO 
A ten-minute oral health education (OHE) video was produced. It included a brief overview 
of common oral diseases (periodontal disease and tooth decay), choices and proper use of 
oral hygiene aids, and demonstration on tooth brushing, flossing and interdental brushing on 
a model. The video was edited with Corel VideoStudio Pro X3. Script was written in English 
for the staff at Chomolongma Multicultural Community Centre to translate into Urdu for 
soundtrack recording. Two versions of the video were developed, one with an Urdu 
soundtrack and English subtitles (http://www.youtube.com/watch?v= MOckYH3cPMQ), and 
the other with English soundtrack and subtitles (http://www.youtube.com/watch?v= 
yqbAqfPwwTs). The two videos were uploaded to YouTube and the links to the 
corresponding videos were attached to one of the pamphlets. This would facilitate and 
encourage participants’ future access to the videos whenever necessary after our project. 
3.3.4 ORAL HYGIENE STATUS SUMMARY SHEET 
As a part of the baseline clinical report, a summary sheet was designed to show individual 
participant’s oral hygiene status and distribution of dental plaque on different teeth and 
surfaces in a diagram (Appendix VII). This summary sheet was to assist our team members to 
provide individualized and specific advice to the participant on improving his/her oral 
hygiene. 
3.4 DELIVERY	OF	ORAL	HEALTH	EDUCATION	
Oral health education was delivered to the participants after they completed the questionnaire 
at the baseline visit. After watching the OHE video, a small group discussion (3-4 
participants each time) was conducted. One team member was responsible for answering 
questions from the participants with the help of an on-site interpreter. A brief introduction to 
the pamphlets was also given during the small group discussion. 
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After oral examination at baseline, the oral hygiene summary sheet was used to explain the 
clinical findings to each participant. Sites with plaque accumulation and sites requiring 
attention for cleaning were documented on the summary sheet. A verbal explanation was 
given to ensure every participant understood the report clearly. Proper oral hygiene 
techniques were demonstrated using a tooth model. 
3.5 DATA	COLLECTION	
Due to some problems encountered, our field work at the first centre (North Point Integrated 
Family Service Centre Family Welfare Society; 12 participants) was utilized to refine the 
translation and layout of some documents (questionnaire and oral hygiene summary sheet), 
further calibrate examiners, and fine-tune the work distribution among team members. Data 
collected from other three centres were analyzed for our study purposes. 
3.5.1 QUESTIONNAIRES 
Two sets of questionnaires were developed, for baseline visit (Appendix VIII) and review 
visit (Appendix IX), respectively. Each set of questionnaire was subdivided into full-set and 
short-set. The full-set baseline questionnaire was designed to collect the following 
information: (1) socio-demographic background (gender, age, monthly family income, 
education level, and language proficiency), (2) oral hygiene measures (frequency of tooth 
brushing and use of fluoride-containing toothpaste and cleaning aids), (3) dietary habits, (4) 
oral health knowledge (causes, symptoms, consequences, and preventive measures of dental 
caries and periodontal disease), (5) oral health attitudes/beliefs, and (6) dental history 
(frequency of dental visits, reason for visiting/not visiting a dentist, types of dental service 
and treatments received). The short-set baseline questionnaire collected basic information on 
socio-demographic background of the participants and their oral health practice and dental 
visit. 
The full-set review questionnaire was designed to record participants’ dental knowledge and 
attitudes, oral hygiene practice and their feedback on our programme. Participants were 
invited to rate their satisfaction on various aspects of our program. The satisfaction score for 
each aspect ranged from 1 to 10, with a higher score indicting a higher satisfaction. An 
additional question was asked to check whether they visited a dentist within the past month 
(i.e. after our baseline visit). The short-set review questionnaire only recorded their oral 
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hygiene practice and feedback on our programme. To ensure valid answers on uses of 
cleaning aids, dental floss, interdental brushes and end-tuft brushes were displayed at the 
questionnaire station. 
All questionnaires were completed on a self-administered basis. However, explanation and 
interpretation were provided by our team members and/or the interpreters from the centre 
whenever needed. All returned questionnaires were double-checked on site to ensure there 
were no missing answers. 
3.5.2 CLINICAL EXAMINATION 
Before the visits, two team members were trained and calibrated in the Periodontology Clinic 
on 3/F in Prince Philip Dental Hospital. The method and criteria involved in the oral 
examination were clarified and representative cases were discussed. The forces used in 
running the probe along the gingival margin and probing were calibrated. Training and 
preliminary calibration were achieved through the cooperation of two patients attending the 
clinic and two of our group mates. Each of them was examined by both examiners. 
Disagreement in any score was noted and discussed until a consensus was reached. Further 
calibration was done on 12 participants in the first centre we visited, as mentioned above.  
Each participant was examined in supine position in a portable dental chair by one examiner. 
Clinical findings were recorded by a chair-side assistant on the charting form (Appendix X 
and XI). Duplicate examinations were conducted on approximately 10% of the participants to 
assess the inter-examiner reliability. 
The examinations were carried out under universal infection control measures. Personal 
protective equipment was used by examiners and assistants. The dental chairs were 
disinfected by alcohol after every examination. A portal autoclave was used for proper 
sterilization of the instruments. A dentist from our Faculty was present for supervision, 
consultation and advice. 
In the baseline visits, the oral hygiene status of each participant was examined using Visible 
Plaque Index (VPI) and Gingival Bleeding Index (GBI). In the review visit, the oral hygiene 
status was re-evaluated using the same method and criteria. The examiners were not informed 
of the baseline oral hygiene status of the participants. Number of untreated decayed teeth and 
periodontal disease status were also assessed.  
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Fibre-optic intra-oral lights and disposable mouth mirrors were used. The VPI scores were 
collected by visual detection of plaque on buccal and lingual surfaces of each tooth, 
excluding wisdom teeth. The GBI scores were collected by running a World Health 
Organization (WHO) probe along the buccal and lingual gingival margin of each tooth 
(except for wisdom teeth) in quadrants II and IV and looking for presence of gingival 
bleeding. Code “1” indicated the presence of plaque or bleeding, while code “0” indicated the 
absence. Only quadrants II and IV was chosen for GBI so that plaque on quadrant I and III 
was not disturbed and can be used for assessing the inter-examiner reliability on VPI. If there 
were less than 10 teeth in quadrant II and IV, all tooth surfaces were charted for GBI. Grossly 
broken teeth, retained roots and bridge pontics were excluded in both indices. 
Dental caries were registered through visual and tactile inspection. Caries was considered 
present if there was cavitation, undermined enamel, detectably softened floor or wall, tooth 
with a temporary filling or decay around a permanent restoration. Although the teeth were 
neither cleaned nor dried before the assessment, debris obscuring the visual inspection was 
removed using the probe. No radiographs were taken. Where any doubt existed, dental caries 
were recorded as absent. The number of decayed teeth per quadrant was recorded, excluding 
wisdom teeth. 
The periodontal status was assessed by using Community Periodontal Index (CPI). 
Examinations were conducted according to the WHO guidelines with the use of a CPI probe. 
The mouth was divided into six sextants. The index teeth examined included all first and 
second molars, upper right central and lower left central incisors. The two molars in each 
posterior sextant were paired for recording; only one was to be recorded if the other was 
missing. In the case where no index tooth was present in a sextant, all the remaining teeth in 
that sextant were examined and the highest score was recorded. 
The CPI codes are listed as follows:  
0 = Healthy gingiva  
1 = Bleeding after probing 
2 = Calculus 
3 = Shallow pocket (4-5 mm) 
4 = Deep pocket (≥ 6 mm) 
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3.6 DISTRIBUTION	OF	SUPPLEMENTARY	MATERIALS	
At the end of the review visit, another clinical report on oral hygiene status and oral health 
condition was provided, with details on total number of decayed teeth and severity of 
periodontal disease (Appendix XII). Toothbrushes and mouth rinses were given as souvenirs. 
To facilitate participants’ access to dental services, a list of dental clinics run by NGOs in 
districts near the ethnic minority centres were distributed (Appendix XIII). The list was 
prepared by extracting and compiling information from multiple reliable sources, such as 
Social Welfare Department, HKFTU Worker’s Medical Clinics and Project Concern Hong 
Kong. When any doubt existed or further information was needed, our team members 
contacted the clinics through telephone to clarify and obtain more details. 
3.7 DATA	PROCESSING	AND	ANALYSIS	
The collected data were entered into an Excel worksheet by one team member and were 
double checked by another team member. They were then analyzed using IBM Statistical 
Package for the Social Sciences (SPSS) version 20. 
The knowledge scores were calculated by counting the total number of acceptable answers 
given by the participants to the 5 questions; each carried an equal weight (3 marks for each 
question). For 4 questions with 3 acceptable answers, each of these answers carried 1 mark. 
For the 5th question regarding signs and symptoms of periodontal disease, there were up to 
six acceptable answers; each was given a score of 0.5. Responses of ‘do not know’ were 
excluded. Thus, the total knowledge score ranged from 0 to 15, with a higher dental 
knowledge score indicating better dental knowledge. 
The dental attitude score was calculated by counting the total number of statements indicating 
positive attitude the participant agreed to. The score ranged from 0 to 7, with a higher score 
indicating a more positive attitude. 
The VPI and GBI records were translated to percentage of sites with visible plaque or 
gingival bleeding (i.e. dividing the number of sites with visible plaque/bleeding by the total 
number of sites charted). Status of different regions (upper/lower, buccal/lingual etc.) were 
reported separately. Percentage distribution of subjects according to their highest CPI score 
was described. Caries status was profiled by using the mean (SD) number of untreated 
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decayed teeth, % with at least one untreated decayed tooth, and % with more than two 
untreated decayed tooth. 
To evaluate the effectiveness of our oral health education programme, analysis was 
performed using paired t-tests to compare the changes in the mean VPI, GBI, knowledge 
score and attitudes score between the baseline visit and review visit. McNemar tests were 
used to compare the changes in the brushing frequency and dietary habits. A p-value below 
0.05 indicated a statistically significant difference. 
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4. RESULTS 
4.1 PARTICIPANTS	
A total of 108 participants attended the baseline visit at the three centres. As for the review 
visit, 55 participants were unable to attend due to religious activity, illness, and time clashes 
with personal events. As a result, the total number of participants who attended both baseline 
and review visits was 53. The return rate was 49.1%. 
In the baseline visit, 67 participants (Group A) filled in the baseline full-set questionnaire and 
41 participants (Group B) filled in the baseline short-set questionnaire; while in the review 
visit, 32 (Group A) and 21 (Group B) participants filled in the review full-set and short-set 
questionnaires, respectively. The data collected in the baseline and review visits were 
presented separately. 
4.2 DEMOGRAPHIC	AND	SOCIO‐ECONOMIC	BACKGROUND	
The participants’ background information is shown in Table 1. The age of the 108 
participants ranged from 18 to 70 years with a mean age of 37.2 (SD = 10.7). There were 
only 4 male attendees (3.7%). The majority (62.6%) received only primary education or no 
formal education. Near half (47.6%) of the participants’ family income were below HKD 
$8000. 
Table 1: Demographic and socio-economic background 
 % of participants 
 Baseline visit  Review visit 
Age (n = 108) (n = 53) 
  18-34 43.5 45.3 
  35-54 48.2 52.8 
  55-70 8.3 1.9 
   
Monthly Income (HKD) (n = 107) (n = 53) 
  <6000 29.9 28.3 
  6000-8000 18.7 13.2 
  8001-10000 43.0 50.9 
  10001-20000 5.6 3.8 
  20001-30000 2.8 3.8 
   
Education Level (n = 108) (n = 53) 
  No formal education 19.6 24.5 
  Primary school 43.0 35.9 
  Secondary School 29.9 35.8 
  Post-Secondary School 7.5 3.8 
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4.3 ORAL	HEALTH	KNOWLEDGE	
Results of the participants’ oral health knowledge are shown in Tables 2 and 3.  
4.3.1 KNOWLEDGE ABOUT CARIES AT BASELINE VISIT 
Based on the 67 participants who filled in the full-set questionnaire, most of them had poor 
knowledge on the causes of tooth decay. Only 14.9%, 23.9% and 22.4% of participants knew 
that frequent intake of carbohydrates, bacteria, and irregular tooth surfaces would cause 
caries, respectively. Lack of calcium was a common misconception (44.8%). 
The participants had better knowledge on the prevention of caries. Most of the participants 
(92.5%) could identify at least one of the prevention methods. There were 77.6% of 
participants knew that cleaning teeth thoroughly can help preventing the caries and 55.2%, 
41.8% and 34.3% knew that reducing sweet foods intake, having regular dental check-up and 
the use of fluoridated toothpaste can be helpful as well, respectively. However, there were 
some misconceptions about the prevention of the caries like rinsing after meals (53.7%); 
drinking a lot of water (13.4%) and taking calcium supplements (13.4%). 
4.3.2 KNOWLEDGE ABOUT PERIODONTAL DISEASE AT BASELINE VISIT 
When asked about the causes and risk factors of gum disease, the results were poor. Around 
one-third of participants (31.3%) did not know about the causes of gum disease. Apart from 
that, very few knew that systemic conditions like diabetes (11.9%) and pregnancy (1.5%) 
would increase the risk of having gum disease. Furthermore, only 37.3% could identify the 
main cause (bacteria in plaque). Also, misconceptions like spicy foods (20.9%) and aging 
(13.4%) causing gum disease were common. 
For the prevention of gum disease, the situation was unsatisfactory. Only 67.2% knew that 
the proper cleaning of teeth can prevent gum disease. Few of them knew good control of 
diabetes (14.9%) and avoid smoking (23.9%) could help prevent gum disease. But still, there 
were 23.9% of participants falsely pointed out rinsing with water or salt water could prevent 
gum disease. 
Most of the participants can correctly identify bleeding gums (68.7%) and swollen gums 
(55.2%) were signs and symptoms of gum disease. However, very few of them could identify 
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the other signs and symptoms of gum disease. Also, there were 38.8% of participants had 
wrongly related changes in tooth color to gum disease. 
Table 2: Oral health knowledge 
 % of the participants 
 Baseline visit 
( n = 67 ) 
Review visit
( n = 32 ) 
Causes of tooth decay (may choose multiple)  
  Bacteria in plaque* 23.9* 37.5* 
  Irregular tooth surface* 22.4* 18.8* 
  Frequent intake of carbohydrates* 14.9* 6.3* 
  Lack of calcium 44.8 59.4 
  Not drinking enough water 14.9 18.8 
  Tooth worm 11.9 31.3 
  Do not know 26.9 18.8 
  Others 1.5 0 
  
Prevention of tooth decay (may choose multiple)  
  Clean teeth thoroughly* 77.6* 81.3* 
  Reduce sweet foods* 55.2* 71.9* 
  Regular dental check-up* 41.8* 59.4* 
  Use fluoridated toothpaste* 34.3* 43.8* 
  Rinse after meal 53.7 65.6 
  Drinking a lot of water 13.4 12.5 
  Take calcium supplement 13.4 18.8 
  Herbal medicine 1.5 12.5 
  Do not know 7.5 6.3 
  Others 0 0 
  
Causes and risk factors of gum disease (may choose multiple)  
  Bacteria in plaque* 37.3* 40.6* 
  Smoking* 32.8* 40.6* 
  Diabetes* 11.9* 34.4* 
  Pregnancy* 1.5* 0* 
  Spicy foods 20.9 34.4 
  Aging 13.4 12.5 
  Not enough sleep 10.4 6.3 
  Too frequent scaling 3.0 9.4 
  Do not know 31.3 37.5 
  Others 1.5 0 
  
Prevention of gum disease (may choose multiple)  
  Proper cleaning of teeth*  67.2* 81.3* 
  Seek regular dental check-up* 43.3* 43.8* 
  Avoid smoking* 23.9* 68.8* 
  Good control of diabetes* 14.9* 28.1* 
  Rinsing with water/salt water 23.9 46.9 
  Avoid spicy foods 11.9 21.9 
  Herbal medicine 7.5 12.5 
  Have good rest 7.5 6.3 
  Do not know 19.4 9.4 
  Others 1.5 0 
 Page | 18  
 
 % of the participants 
 Baseline visit 
( n = 67 ) 
Review visit
( n = 32 ) 
Signs and symptoms of gum disease (may choose multiple)  
  Bleeding gums* 68.7* 78.1* 
  Swelling of gums* 55.2* 78.1* 
  Tooth sensitivity* 29.9* 37.5* 
  Bad breath* 28.4* 34.4* 
  Loosening of teeth* 16.4* 46.9* 
  Tooth loss* 13.4* 31.3* 
  Shrinking of gums* 10.4* 34.3* 
  Change in tooth color 38.8 46.9 
  Ulcer 6.0 3.1 
  Do not know 9.0 0 
* Correct answer 
4.3.3 COMPARISON OF ORAL HEALTH KNOWLEDGE AT BASELINE AND 
REVIEW VISITS 
In the baseline visit, the oral health knowledge score of the 67 participants ranged from 0 to 
14 (full score 15) with a mean of 5.91 (SD = 3.30, Table 3). While in the review visit, the oral 
health knowledge score of the 32 participants who attended both the baseline and review 
visits ranged from 0.5 to 14 with a mean score of 7.75 (SD = 3.63). There was a significant 
increase in mean oral health knowledge score compared to the baseline mean of 6.45 (p = 
0.041). There was also a significant increase in knowledge about the causes and risk factors 
(p = 0.006), preventions (p = 0.020) and signs and symptoms (p = 0.006) of periodontal 
disease. 
Table 3: Oral health knowledge score  
 % of participants 
 
Mean score (SD) 
Baseline 
visit 
( n = 67 )
Baseline 
visit 
( n = 32* )
Review 
visit  
( n = 32 ) 
 
p** 
Causes of tooth decay 0.61(0.72) 0.81(0.78) 0.63(0.83) 0.263 
Preventions of tooth decay  1.96(0.94) 2.28(0.92) 2.28(0.85) 1.000 
Causes and risk factors of gum disease 0.81(0.91) 0.72(0.89) 1.16(1.05) 0.006 
Preventions of gum disease  1.45(1.05) 1.47(1.16) 2.06(0.98) 0.020 
Signs and symptoms of gum disease 1.09(0.77) 1.17(0.85) 1.63(0.92) 0.006 
Oral health knowledge score 5.91(3.30) 6.45(3.68) 7.75(3.63) 0.041 
* Group A participants who attended both baseline and review visits 
** p-value comparing the change in the oral health knowledge score among those participants who 
attended both the baseline and review visits, paired-sample t-test 
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4.4 ORAL	HEALTH	ATTITUDE	
4.4.1 ORAL HEALTH ATTITUDE AT BASELINE VISIT 
The participants’ oral health attitude was quite poor (Table 4). Near half of them (47.8%) 
thought that ‘tooth loss is unavoidable when someone gets older’, whereas near a quarter of 
them (22.7%) thought that ‘denture is less troublesome than natural teeth’ and one-fifth 
(19.4%) of them thought that ‘the fate of a tooth is not related to regular maintenance’. Also, 
nearly half (41.8%) of them did not know the benefits of chewing gum and over 30% did not 
know that oral health can affect general health. Only two statements showed quite positive 
attitude regarding on ‘the health of teeth is important to you’ (85.1%) and ‘regular dental 
checkup can keep teeth healthy’ (89.6%).  
4.4.2 COMPARISON OF ORAL HEALTH ATTITUDE AT BASELINE AND 
REVIEW VISITS 
The oral health attitude score of the 67 participants ranged from 0 to 7 (full score 7), with the 
mean score 3.87 (SD = 1.77) in the baseline visit. There was no significant change in the 
mean oral health attitude scores among the 32 participants who attended both the baseline 
and review visits (baseline mean (SD): 3.94 (1.56); review mean (SD): 3.97 (1.64), p = 0.927, 
paired-sample t-test). 
Table 4: Oral health attitude 
 % of participants 
 Agree Disagree Do not know 
 Baseline 
visit 
( n = 67)
Review 
visit
( n = 32)
Baseline 
visit 
( n = 67)
Review 
visit 
( n = 32)
Baseline 
visit 
( n = 67)
Review 
visit 
( n = 32)
Tooth loss is unavoidable when someone gets older. 47.8 56.3 22.4* 21.9* 29.9 21.9 
The fate of a tooth is not related to regular maintenance. 19.4 15.6 47.8* 43.8* 32.8 40.6 
The health of teeth is important to you. 85.1* 90.6* 4.5 9.4 10.4 0.0 
Denture is less troublesome than natural teeth. 22.7 18.8 53.0* 59.4* 24.2 21.9 
All chewing gum can prevent caries. 22.4 25.0 35.8* 28.1* 41.8 46.9 
Oral health can affect general health. 53.7* 59.4* 11.9 3.1 34.3 37.5 
Regular dental checkup can keep teeth healthy. 89.6* 93.8* 3.0 3.1 7.5 3.1 
* Positive attitude 
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4.5 ORAL	HYGIENE	HABITS	
4.5.1 AT BASELINE VISIT 
Over three-quarter of the participants (75.2%) brushed their teeth at least twice a day, 
however 10.5% did not brush regularly (Table 5). Most of them (92.5%) used fluoride 
containing toothpaste and 59.7% used mouth rinses (Table 6). With regards to interdental 
cleaning, some of them used dental floss (25.4%) and interdental brush (31.3%). 
4.5.2 AT REVIEW VISIT 
There was no significant change in the proportions of participants brushing less than twice 
and at least twice a day between the baseline and review visits (p = 0.180, McNemar test). 
Also, there was no significant change in the proportions of regular daily brusher versus 
irregular daily brusher between the baseline and review visits (p = 0.125, McNemar test). 
Surprisingly, fluoridated toothpaste (78.1%) was chosen less frequently by the participants 
attending the review visit. 
Table 5: Number of times of tooth brushing each day 
 % of participants 
 Baseline visit 
(n = 105) 
Baseline visit 
( n =51*) 
Review visit 
(n = 51) 
  Not brushing every day 10.5 13.7 5.9 
  Once  14.3 13.7 31.4 
  Twice or more 75.2 72.6 62.7 
*Participants who attended both baseline and review visits 
 
Table 6: Usage of the cleaning aids 
 % of participants 
 Yes No Not sure 
 Baseline 
visit 
( n = 67)
Review 
visit 
( n = 32)
Baseline 
visit 
( n = 67)
Review 
visit 
( n = 32)
Baseline 
visit 
( n = 67) 
Review 
visit 
( n = 32)
Fluoride containing toothpaste 92.5 78.1 4.5 6.3 3.0 15.6 
Dental floss 25.4 25.0 56.7 59.4 17.9 15.6 
Interdental brush 31.3 25.0 46.3 68.7 22.4 6.3 
Tooth pick 43.3 37.5 46.3 59.4 10.4 3.1 
Mouthwash 59.7 68.8 34.3 28.1 6.0 3.1 
End-tuft brush 37.3 15.6 35.8 81.3 26.9 3.1 
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4.6 DIETARY	HABITS	
At the baseline visits, there were 20.9% of participants who usually eat more than three meals 
a day and 37.3% of the participants usually consume sweets or sugary drinks at least twice 
per day (Table 7). 
At the review visit, there was not much change in the frequency of meal and snack 
consumption. Nonetheless, there was a sharp decrease in the frequency of sweets or sugary 
drink intake.  
Table 7: Dietary habits 
 % of participants 
 Baseline visit
(n = 67) 
Baseline visit 
 ( n = 32*) 
Review visit 
(n = 32) 
Number of meals and snacks per day    
  Once 8.9 12.5 6.1 
  Twice 23.9 25.0 33.3 
  3 times 46.3 50.0 39.4 
  4 times 14.9 9.4 15.1 
  5-6 times 6.0 3.1 6.1 
  More than 6 times 0 0 0 
    
Number of sweets or sugary drinks per day    
  No more than once 62.7 65.7 87.9 
  Twice 20.9 15.6 12.1 
  3 times 11.9 15.6 0 
  More than 3 times 4.5 3.1 0 
*Group A participants who attended both baseline and review visits 
4.7 PAST	DENTAL	VISITS	
Most of the participants did not attend regular dental check-ups, only 10.2% of participants 
received dental check-ups annually (Table 8). Concerning the reasons of never visiting a 
dentist, about one-third of them had stated language problems (38.2%) and considered 
treatments too expensive (32.4%). Approximately one-fifth of them (20.6%) did not know 
where to find a trustable dentist. There were 35.3% of participants regarded themselves free 
of dental problems. 
Half of participants (50.5%) only visited a dentist when they had dental problems. Most of 
them visited a dentist due to toothache (44.6%) and tooth extraction (37.8%). Also, over half 
of them (56.8%) received tooth extraction before. There were also about one-third of them 
received cleaning (37.8%) and fillings (32.4%). However, very few of them received 
advanced treatment like tooth replacement (12.2%) and root canal therapy (5.4%). 
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Table 8: Past dental visit habit 
 % of participants 
Frequency of dental appointment (n = 107) 
  Never 31.8 
  At least once in half a year 1.8 
  At least once every year 8.4 
  At least once in every 3 years 7.5 
  Only when I have a tooth problem 50.5 
Reasons of last dental visit (may choose multiple) (n = 74) 
  Toothache 44.6 
  Tooth Extraction 37.8 
  Tooth replacement 12.2 
  Regular check-up 8.1 
  Trauma to teeth 6.8 
  Suspected tooth decay 5.4 
  Pus 1.4 
  Others 4.1 
Types of treatments received before (may choose multiple) (n = 74) 
  Extraction 56.8 
  Cleaning 37.8 
  Fillings 32.4 
  Tooth replacement 12.2 
  Check-up 8.1 
  Root canal therapy 5.4 
  Others 4.1 
Reasons of never seeing a dentist (may choose multiple) (n = 34) 
  Language problem 38.2 
  No dental problem 35.3 
  Too expensive 32.4 
  Do not know where to find a trustable dentists 20.6 
  Lack of time 8.8 
  Fear of drills, injection 8.8 
  Dental problems not bothering me 2.9 
  Others 5.9 
4.8 CLINICAL	FINDINGS	
Since the distributions of scores for the clinical indices were highly skewed, both crude 
agreement and Kappa value were used in combination for a better understanding on the 
inter-examiner reliability (Table 9). The data showed that the inter-examiner reliability in 
clinical examination was satisfactory.  
Table 9: Crude agreement and Kappa statistic of different indices 
 Crude agreement Kappa statistic 
VPI 0.83 0.63 
GBI 0.86 0.48 
Number of decayed tooth 0.94 0.92 
CPI 0.68 0.64 
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4.8.1 AT BASELINE VISIT 
Visible plaque was detected in 35.5% of all tooth surfaces (Table 10). The most common site 
with visible plaque was in the lower lingual region (59.7%), while the fewest visible plaque 
was found in the upper palatal region (23.5%). 
Gingival bleeding was found in 15.4% of all tooth surfaces. The most severe gingival 
bleeding was found in the lower lingual region (25.6%), while the fewest bleeding was found 
in the upper buccal region (10.1%). 
Table 10: Clinical examination 
 Baseline visit 
Mean% (SD) 
(n = 108) 
Baseline visit 
Mean% (SD) 
(n = 53*) 
Review visit 
Mean% (SD) 
(n = 53) 
p** 
VPI     
Full-mouth 35.5 (16.3) 37.2(16.1) 32.6 (19.6) 0.033 
Upper buccal 30.0 (21.1) 32.0(21.6) 25.2 (24.2) 0.035 
Upper palatal 23.5 (20.8) 24.0(15.4) 23.3 (24.5) 0.802 
Lower buccal 29.7 (23.5) 32.1(25.0) 26.4 (22.1) 0.028 
Lower lingual 59.7 (25.5) 61.4(24.8) 56.4(25.9) 0.112 
     
GBI     
Full-mouth 15.4 (12.0) 17.1(12.6) 20.2 (15.1) 0.159 
Upper buccal 10.1 (12.8) 9.6(11.7) 16.3 (19.4) 0.020 
Upper palatal 12.2 (17.0) 12.2(16.6) 14.7 (17.5) 0.419 
Lower buccal 13.9 (20.4) 17.0(21.4) 15.8 (19.4) 0.700 
Lower lingual 25.6 (22.9) 29.5(22.8) 33.7 (30.0) 0.324 
* Participants who attended both baseline and review visits 
** p-value comparing the change in VPI or GBI among those participants who attended both the 
baseline and review visits, paired-sample t-test 
4.8.2 AT REVIEW VISIT 
Visible plaque was detected in 32.6% of all tooth surfaces among those who attended the 
review visit with the highest in the lower lingual region (56.4%) and lowest in the upper 
palatal region (23.3%). 
Gingival bleeding was found in 20.2% of all teeth surfaces with the highest at the lower 
lingual region (33.7%) and lowest in the upper palatal region (14.7%). 
There was a significant decrease in mean full-mouth VPI score between the baseline and 
review visits (p = 0.033). Both the upper buccal (p = 0.035) and lower buccal (p = 0.028) 
mean VPI scores significantly decreased. 
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There was no significant change in mean full-mouth GBI score. However, the upper buccal 
mean GBI score had a significant increase (p = 0.02). 
Among the participants who attended the review visit, none of the participants had healthy 
gingivae (highest CPI = 0). There were very few participants (1.9%) had bleeding only 
(highest CPI = 1), and 37.7% who had calculus present (highest CPI = 2). Furthermore, 
41.5% and 18.9% of the participants had periodontal pocket depth up to 5mm (highest CPI = 
3) and greater than 5mm (highest CPI = 4), respectively. 
The mean total number of caries was 1.81 (SD = 2.52), ranging from 0 to 13. Over half 
(58.5%) of the participants had at least one caries with 32.1% had only 1 or 2 caries teeth. 
4.9 SUBGROUP	ANALYSIS	
When the participants were divided into the two subgroups, Group A and Group B. 
Full-mouth VPI score and GBI score in the baseline visit between the two subgroups were 
compared using the independent samples t-tests (Table 11). 
The results indicated that the participants who filled in the full-set questionnaires (Group A) 
had a significantly lower mean full-mouth VPI score (p = 0.022) than those who filled in the 
short-set questionnaires (Group B); while the mean GBI score did not have a significant 
difference (p = 0.307). 
Table 11: Full-mouth VPI and GBI scores between Groups A and B 
 Number of subjects Mean (SD) 
VPI   
 Group A 69 32.9 (14.7) 
 Group B 39 40.3 (18.0) 
   
GBI   
 Group A 69 14.5 (10.8) 
 Group B 39 17.0 (13.8) 
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4.10 FEEDBACK	FROM	PARTICIPANTS	
Each participant was asked to give a score to our performance on different sections of the 
project, including dental check-up, explanation and report of their oral health condition, oral 
health pamphlets, oral hygiene video demonstration and overall project.  
Feedback from the participants was satisfactory (Table 12). The average rates given by 
participants on various aspects of our program were all above 8 out of a maximum score of 
10 (higher score indicating a higher satisfaction). 
Table 12: Feedback from the participants 
 Mean (SD)  
(n=53) 
Dental Check-up 8.5 (2.2) 
Explanation and report 8.3 (2.3) 
Oral health pamphlets 8.4 (2.1) 
Oral hygiene video demonstration 8.5 (2.3) 
Overall projects 8.8 (2.1) 
 Page | 26  
 
5. DISCUSSION 
5.1 METHODOLOGICAL	CONSIDERATIONS	
Due to the unavailability of an ideal sampling frame we could utilize, we referred to a NGO 
list obtained from Hong Kong Council of Social Service. Although all centres in the list were 
approached, there may be other organizations working on ethnic minorities and there may be 
many Pakistanis who were not attending any NGO activities. This project only involved four 
participating centres; some of them tended to invite their regular members, who might be 
those with more free time or with higher needs for social services. With all these constraints, 
the sample we obtained for this project may not be highly representative for the whole 
Pakistani adult population in Hong Kong. Although we targeted for a total number of 240 
participants, at last only 108 participants were recruited in our study. The main reason was 
many Pakistanis who agreed to join upon invitation did not show up on the day of our 
baseline visit. Known from staff of the centres, this was often seen at events organized for 
ethnic minority groups. To include both genders, we have arranged sessions on weekdays and 
Saturdays, knowing that most of the males were working and were only available on 
weekends. However, only four males joined our programme, leading to a disproportionate 
gender ratio in participants. These limitations in our study sample shall be taken into 
consideration while interpreting the findings. 
The focus group approach adopted in this project appeared to be helpful for developing 
tailor-made and culturally relevant oral health education materials. Being a qualitative 
method, it allows in-depth discussion and probing on the issues of interest. The dynamic 
interaction among group participants facilitates elaboration on a topic and generates broad 
insight into understanding an issue, particularly on human behaviors and their underlying 
mechanisms. Opinions of more people can be solicited within a shorter time frame, compared 
to in-depth person to person interviews. The final package of our oral health materials 
represents a thoughtful combination serving various purposes, such as transferring dental 
knowledge, providing useful information, and training skills on tooth brushing and flossing. 
To evaluate the effectiveness of our programme, self-reported behavior changes recorded in 
the questionnaires were relied on. To ensure the validity of these data, we piloted and refined 
the questions, displayed the real objects on cleaning aids, and provided explanation and 
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translation, to minimize possible misunderstandings. To supplement participants’ self-report, 
clinical observations on oral hygiene were recorded, using methods and indices that were 
manageable under field work setting in community centres. A certain degree of subjectivity 
related to these indices existed, as for all indices on oral hygiene status. 
Although the review period was set to be four weeks after baseline sessions, one centre 
insisted postponing the review by two weeks, due to clash with their other activities. This 
might have resulted in a certain underestimation on the effectiveness of our programme, due 
to the gradual decline of acquired knowledge and relapse in behaviors with time. 
5.2 FINDINGS	AND	IMPLICATIONS	
Despite the support from the staff of centres who repetitively reminded the participants, the 
follow up rate at the review sessions was unsatisfactory (49%). The possible reasons may be 
the lack of treatment components (e.g. scaling, simple restorations) in our project, clash of 
our project with some participants’ religious functions, and some participants’ visit to their 
home country. Known from the centres, low response/return rate was anticipated to them and 
was a “norm” in Pakistanis’ participation in various activities, due to the multiple challenges 
they were facing and the way they prioritized many issues over health. 
High treatment needs and low utilization of dental service was a prominent finding in this 
group. More than half (59%) of the participants had at least one untreated decayed tooth. 
Periodontal pockets were found in 60% of participants. Overwhelming majority (90%) of 
them did not visit dentist once a year, including 51% who sought dental care only when they 
had problems and 32% who had never visited a dentist. In addition, the reasons of their last 
dental visit were mostly toothache (45%) or request for tooth extractions (38%). Compared 
with Hong Kong adults aged 35-44, the proportion of regular dental attendees among our 
participants was much lower. While 26% of Hong Kong adults reported seeking regular 
dental checkup at least once a year, only 10% of participants in our project did so, despite 
their adequate awareness of the importance of regular dental checkup. These striking 
numbers suggest that Pakistani adults had sheer obstacles against access to dental service; 
among which the financial dilemma of their families may be the most prominent. 
Upon the requests of participants and centres, we have compiled a gazette list of NGO clinics 
that provided subsidized dental care services in the participants’ neighboring communities. 
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Participants were asked about their home address and the clinics in their proximity were 
highlighted to them. This list was also given to staff members in different centres for their 
future reference. Feedback we received showed that the compilation of this list was a 
welcomed approach to both participants and centres that were desperately searching for 
affordable dental services. 
In general, participants possess poor dental knowledge. The mean score of the questions on 
oral health knowledge was only 5.9 out of 15. Particularly, participants had little knowledge 
on periodontal disease, underestimation of the importance of natural teeth, and low awareness 
of the association of periodontal disease and systemic health. While they had reasonable 
knowledge about caries prevention, periodontal disease was more like a mystery and most of 
them had little clue on its prevention. The fatalistic views on oral health (“tooth loss is 
unavoidable when someone gets older” and “the fate of a tooth is not related to regular 
maintenance”) were rather common. Such fatalism may hamper their adoption of dentally 
healthy behaviors, despite their acquisition of knowledge and skills. 
Our oral health education programme has led to significant improvement in participants’ 
overall knowledge on oral health, in particular, on periodontal disease, supporting the 
relevance of our tailor-made education materials. The knowledge improvement on caries 
preventive measures was however insignificant, possibly due to participants’ sound 
knowledge in this aspect at baseline. Relative to transferring knowledge, changing the oral 
health beliefs of the participants seemed to be much more difficult. Since some beliefs were 
deeply anchored into their minds and culture, shaping them might take more perseverant 
efforts and strategic approaches. 
No significant improvement was observed in participants’ tooth brushing frequency. 
Although the proportion of irregular brusher decreased from 11% to 6%, such improvement 
did not reach statistical significance. No noticeable changes were observed in use of cleaning 
aids. This may be attributed to the technically challenging nature of using interdental 
cleaning aids, participants’ possible problem in accessing and affording these tools, and 
possible unwillingness to spend money on these tools. Reinforced skills training, such as 
hand-on practice, and provision of free samples (e.g. dental floss) may be helpful for 
encouraging their first attempt. Compared with baseline, significantly more participants 
chose “not sure” as the answer to their use of fluoride-containing toothpaste at review visit, 
possibly due to their increased awareness of the availability of different types of toothpaste 
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but lack of confirmation of the types at their home. The improvement in participants’ oral 
hygiene was noticeable in the plaque accumulation, but not in the gingival bleeding index. 
This may be because the participant had not yet stabilized their newly adopted cleaning 
habits and skills; therefore, the episodic, short-term or inconsistent changes may not be strong 
enough to generate notable improvement in gingival status. 
Behind the scene, our communication with participants and centres gave us some additional 
insights beyond the data and further deepened our understanding of the target population. 
Although language barrier was anticipated by our group members as an obstacle for 
Pakistanis’ oral health, it appeared to be more severe and profound than what we expected. 
Bilingual versions were prepared for all materials and staff of the centres was very committed 
in translating and facilitating the communication. Some other languages were also attempted, 
including Cantonese and other Pakistani dialects whenever the participant needed. 
Non-verbal communication, such as body gestures, graphs and models, were also tried 
whenever possible. Despite all these efforts, communication was still difficult in some cases, 
especially for those illiterate participants who were unable to communicate (write, read, or 
listen) in English or Urdu. Although participants were assigned into different timeslots, they 
were seldom punctual to their appointments and had the habit of waking up late and praying 
in the morning. Therefore managing the work flow in peak hours (normally in the afternoon) 
has been a challenge to us during some visits.  
Despite various challenges, our team has worked closely with centres and strived to enhance 
our dental service to the participants. Very positive feedback has been received from the 
participants on our program. This was not only reflected in participants’ encouraging ratings 
on our program, but also in the comments we received from the centres. As stated in a recent 
newsletter published by one of the centres (Integrated Service Centre for Local South Asians), 
participants deemed our program very meaningful and relevant, since our team had 
successfully increased their awareness in oral health and provided much needed service and 
information to them (Hong Kong Christian Service, 2012) (Appendix XIV). 
Satisfied with the cooperation with our team, some centres reflected their wishes that we can 
come again in the future for more dental work for Pakistanis and, if possible, other ethnic 
groups. Their enthusiasm and determination in organizing events of this kind support the 
relevance and usefulness of community dental programmes to Hong Kong society. 
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6. CONCLUSIONS 
This study revealed unsatisfactory dental awareness and poor oral health status of Pakistani 
adults. Tailor-made oral health education programmes are useful for oral health promotion in 
this minority community. 
 
7. RECOMMENDATIONS 
Based on the experience we have gained from this community health project, we would like 
to make the following recommendations for future studies and health promotion endeavors 
targeting the ethnic minority groups. 
 The sobering reality in Pakistani community calls for continuous action of various 
sectors, such as professionals, NGOs and health authority, whose joint efforts will 
contribute to reducing the oral health disparity between Pakistanis and local population. 
 To develop relevant oral health education materials and deliver effective oral health 
promotion programme, it is essential to gain a deep understanding of the culture and 
needs of ethnic minorities, for which focus group may be a good approach. 
 It is advisable to provide some much needed treatments whenever possible in future 
community programmes. This may help increase the interest and cooperation of ethnic 
minority groups and, in turn, benefit them more substantially in their oral health. 
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APPENDIX	
Appendix	I	
Details	of	centres	involved	and	arrangement	of	visit	
Ethnic	Minority	Centre	Involved	 Location	 Baseline	visit	 Review	visit	
North	Point	Integrated	Family	Service	Centre	 North	Point	
28/2/2012	
(2pm‐6pm)	
29/3/2012
(2pm‐6pm)	
The	Hong	Kong	Jockey	Club	Community	Project	
Grant:	Integrated	Service	Centre	for	Local	South	
Asians	(ISSA)	
Sham	Shui	Po
1/3/2012	
(11am‐3pm)	
30/3/2012	
(11am‐3pm)	
Yuen	Long	Town	Hall	
Support	Service	Centre	For	Ethnic	Minorities	
Chomolongma	Multicultural	Community	Centre	
Yuen	Long	
2/3/2012	
(9am‐5pm)	
31/3/2012	
(9am‐5pm)	
10/3/2012	
(9am‐5pm)	
14/4/2012	
(9am‐5pm)	
Service	Station	of	Caritas
Community	Centre‐Kowloon	
To	Kwa	Wan	
5/3/2012	
(1pm‐5pm)	
19/4/2012
(1pm‐5pm)	
	
	
	
	
	
	
	
	
	
Appendix	II	
Invitation	letters	
	
Appendix	III	
Project	proposals	
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Appendix	VII	
Baseline	clinical	report	
	
Appendix	VIII	
Baseline	questionnaire	
Questionnaire	(Baseline)	
First name _____________________________  Last name ___________________________ 
Gender: □ Male □ Female           Date of Birth (DD/MM/YYYY): _____/_______/______ 
Address: 
__________________________________________________________________________ 
Contact Number: Home ___________________  Mobile ____________________ 
 
1. Monthly Family Income □ <$6000 □ $6000-$8000     □ $8001-$10000 □ $10001-$20000 □ $20001-$30000 □ 
>$30000 
2. Education Level □ No formal education □ Primary School □ Secondary School □ Post-Secondary 
School 
3. Language Preference (circle multiple): □ Urdu      □ English      □ Cantonese      □ Putonghua       □ Others: 
____________________ 
 
4. What is (are) the cause(s) and risk factor(s) of gum disease? (May choose multiple) 
 □ Bacteria in plaque   □ Not enough sleep 
□ Too frequent scaling  □ Spicy foods   
□ Aging        □ Diabetes      □ Pregnancy        
□ Smoking    □ Don’t know                
□ Others:_______________ 
5. What is (are) the way(s) to prevent gum disease? (May choose multiple) 
 □ Proper cleaning of teeth           □ Rinsing with water/salt water 
□ Seek regular dental checkup  
□ Avoid spicy foods   □ Good control of diabetes         
□ Herbal medicine   □ Have good rest      
□ Avoid smoking        □ Don’t know        
□ Others: ______________ 
6. What is (are) the signs and symptoms of gum disease? (May choose multiple) □ Bleeding gums  □ Tooth sensitivity □ Change in tooth color 
□ Swelling of gums □ Shrinking of gums □ Loosening of teeth □ Ulcer 
□ Tooth loss         □ Bad breath 
7. What is (are) the cause(s) of tooth decay? (May choose more than one) □ Irregular tooth surface         □ Frequent intake of carbohydrates      □ Lack of 
calcium       
□ Bacteria in plaque   □ Not drinking enough water  □ Aging 
□ Tooth worm   □ Don’t know             □ Others: 
_______________ 
8. How can you prevent tooth decay? (May choose more than one)  □ Clean teeth thoroughly  □ Reduce sweet foods □ Rinse after meal 
□ Use fluoridated toothpaste  □ Regular dental check-up □ Drinking a lot of water 
□ Herbal medicine   □ Take calcium supplement  
□ Don’t know   □ Others: _______________ 
9. Do you agree with the following statements? (Agree / Disagree / Don’t know) 
 Agree Disagree Don’t know
Tooth loss is unavoidable when someone gets older  
The fate of a tooth is not related to regular maintenance  
The health of teeth is important to you  
Denture is less troublesome than natural teeth  
All chewing gum can prevent caries  
Oral health can affect general health  
Regular dental checkup can keep teeth healthy  
 
10. How often do you brush your teeth in a day on average? □ Never □ Not brushing every day  □  Once □ Twice □ Three times or more 
11. Do you use the following cleaning aids? 
 Yes No Not sure 
Fluoride containing toothpaste  
Dental floss  
Interdental brush  
Toothpick  
Mouthwash  
End-tuft brush  
12. How many times do you eat in a day on average (including meals and snacks)? □ Once □ Twice     □ 3 times     □ 4 times       □ 5-6 times      □ more than 6 times 
13. How many times do you take sweets or sugary drinks in a day on average? □ No more than once    □ Twice     □ 3 times     □ more than 3 times 
14. How often do you have dental appointment? 
 □ Never (go to question 18) □ At least once in half a year □ At least once every 
year 
□ At least once in every 3 years □ Only when I have a tooth problem 
15. What was (were) the reason(s) for your last dental visit? (Circle multiple) 
 □ Regular check-up   □ Toothache         □ Suspected tooth decay         □ Pus □ Tooth 
extraction      
□ Trauma to teeth      □ Tooth replacement □ Others: _____________ 
16. What type of dental clinic you LAST attended? 
 □ Government dental clinic                □ Non-governmental organization dental clinic       
□ Prince Philip Dental Hospital         □ Registered private dental clinic    
□ Unregistered private dental clinic  □ Dental clinic in Mainland China    
□ Dental clinic in home country          □ Others: _________ 
17. What treatment(s) have you received before?  □ Cleaning                     □ Fillings        □ Root Canal Therapy          □ Extraction            
□ Tooth replacement     □ Checkup      □ Others: _______________________________  
18. What is (are) the reason(s) that you have never visited a dentist? (Circle multiple) 
 □ No dental problem                                                                            □ Too expensive  
□ Dental problems not bothering me □ Lack of time 
□ Do not know where to find a trustable dentist □ Fear of drills, injection 
and dentists  
□ Language problem    □ Others: _____________ 
	
	
	
	
	
  _______________________________
  ______  / _______/ ______(: ہينہ /سال عورت تاريخ )تاريخ/م□ دائش کا مردوں پي□ جنس: 
: پتہ
  ______________________________________________________________________
  ___________________ ____________________: رابطے کا نمبر 
  
  (DKH). ماہانہ خاندان کی آمدنی1
  ڈالر  0006□ >
   0008$  -  0006□ $ 
   00001$  -  1008□ $ 
   00002$  -  10001 $ □
    00003 $ -  10002□ $ 
  ڈالر 00003□< 
  
  . تعليمی معيار2
  کوئی رسمی تعليم نہيں□ 
  پرائمری سکول□ 
  سيکنڈری اسکول□ 
  سکول پوسٹ ثانوی□ 
  
  . زبان )سرکل ايک سے زياده( پسند:3
  اردو□ 
  انگريزی□ 
  کينٹونيز□ 
   auhgnotuP□ 
  _: ___________________کوئی اور  □
  
  ياده منتخب کر سکتے ہيں(؟ )ايک سے زاور  خطرے کے  عناصر  کيا ھيں . مسوڑھوں کی بيماری 4
  دانتوں کی اضافی پرت ميں موجود بيکٹيريا □
  نا سو کم □ 
  اکثر سکيلنگ□  
  دار کھانے کی اشياءمسالے □ 
  عمر□ 
  ذيابيطس□ 
  حمل□ 
  تمباکو نوشی کرنے□ 
  پتہ نہيں□ 
  ____ديگر: ___________□ 
  
  مسوڑھوں کی بيماری کو روکنے کے لئے کيا کيا ہے؟ )ايک سے زياده منتخب کر سکتے ہيں( . 5
  دانتوں کی مناسب صفائی□ 
  پانی / نمک کے پانی کے ساتھ کلی□ 
  باقاعده دانتوں جانچ پڑتال □ 
   سے بچنا  مساليدار کھانے کی اشياء□ 
  ذيابيطس کا اچھا کنٹرول □ 
  ادويات جڑی پوتيوں سے بنی  □ 
  خوب طرح آرام □ 
  تمباکو نوشی سے بچينا 
  پتہ نہيں□ 
  ديگر: _______________□ 
  
  تخب کر سکتے ہيں(نشانياں کيا ہے؟ )ايک سے زياده مناور  مسوڑھوں کی بيماری کی علامات .6
  مسوڑوں سے خون بہنا □ 
   دانتوں کہ احساس ھونا □ 
  یتبديل دانتوں کا رنگ ميں  □
  جن مسوڑھوں کی سو□ 
   مسوڑوں کا سکڑنا □ 
   دانتوں کا ڈھيلا ھونا □ 
  السر  □
  دانتوں کا گرنا  □ 
  بدبودار سانس □ 
  
  کر سکتے ہيں(وجہ کيا ہے؟ )ايک سے زياده منتخب  . دانت کشی کے خراب ہونے کی 7
  وں کی غير مناسب  سطح دانت □
   کاربوہائيڈريٹ کا  بار بارلينا □ 
  کيلشيم کی کمی□ 
  اضافی پرت ميں موجود بيکٹيريا  دانتوں کی□ 
  کم  پانی پينا   □
  دانتوں کا گرم ہونا □ 
  پتہ نہيں □ 
  : _______________ديگر□ 
  
  زياده منتخب کر سکتے ہيں(طرح روک سکتے ہيں؟ )ايک سے  . آپ دانتوں  خراب  ہونے سے کس 8
  صفائی کرنے سے    اچھی طرح وں کی دانت□ 
   ے  ميٹھی چيزوں کو کم کرنے س□ 
  کھانے کے بعد دانتوں کو دھونے سے  □ 
  فلورائيد ٹوتھ پيسٹ استعمال کرنے سے   □ 
   باقاعده دانتوں معآئينہ کروانے سے  □ 
  زياده پينے سے پانی □ 
  جڑی بوٹيوں کی  ادويات □ 
  کيلشيم کی ادويات □ 
  پتہ نہيں □ 
  ديگر: _______________□ 
  
  تھ متفق ہيں؟ )اتفاق / متفق / پتہ نہيں(. کيا آپ مندرجہ ذيل بيانات کے سا9
  پتہ نہيں   متفق نہيں   اتفاق کرتا ہوں  
        دانت نقصان ناگزير ہے جب کسی پرانے ہو جاتا ہے
        دانت کی قسمت کا باقاعدگی سے ديکھ بھال سے کوئی  تعلق نہيں ہے
        دانتوں کی صحت آپ کے لئے اہم ہے
        مصيبت ہےمصنوئی دانت قدرتی دانتوں سے کم 
       تمام چوانگ گم دانتوں کے خراب ہونے کی  روک تھام کر سکتے ہيں
        بہرونی  صحت کی عمومی صحت کو متاثر کر سکتی ہے
باقاعدگی سے دانتوں کے معا ئينے  سے  دانتوں کو  صحت مند رکھ 
  سکتے ہيں
      
  
  برش کرتے ہيں . کتنی بار آپ کو اوسطا ايک دن ميں اپنے دانت01
  کبھی نہيں  □
  نہيں  ہر روز □ 
  دو مرتبہ  □ 
   تين بار يا اس سے زياده□ 
  
  . کيا آپ کو مندرجہ ذيل صفائی ايڈز کا استعمال کرتے ہيں؟11
نہيں يقين   جی نہيں  جی ہاں  ٹوتھ پيسٹ پر مشتمل فلورائيڈ
  ہے
        ڈينٹل فلاس
        اندرونی صفائی کرنے والا برش 
        دانتوں کا تنکا 
        دھونے کہ محلول منہ 
        اختتام برش
  
  ؟ايک دن ميں کتنی بار کھاتے  ھيں اوسط )کھانا اور نمکين سميت( . آپ21
  ايک بار  □
  دو مرتبہ  □ 
  بار  3□ 
  اوقات  4□ 
  قات او 6- 5□ 
  مرتبہ 6سے زياده □ 
  
  ؟ا ايک دن ميں کتنی بار مٹھائی يا ميٹھے  مشروبات ليتے ھيں اوسط . آپ 31
  سے زياده بار نہيں ايک □ 
   دو  □
  بار  3□ 
  سے زياده بار 3□ 
  
  ؟ دانتوں کے ڈاکٹر سے ملتے  ھيں  . کتنی بار آپ41
  پرجائيں (  سوال 81کبھی نہيں  ) □
  سال ميں کم سے کم ايک بار  آدھے□ 
  ميں  کم از کم ايک بار ہر سال□ 
  سال ميں   3ايک بار ہر  کم سے کم از کم □
  ت کا مسئلہ تھا بار جب دان ايک  □ 
  
  کيا وجہ تھی؟ . آپ کی پچھلی دفعہ دانتوں کے معا ينے کی 51
  باقاعده جانچ پڑتال □ 
  دانت ميں درد □ 
  مشتبہ دانت کشی □ 
  مواد □ 
  ت نکلوانادان□ 
  دانت ميں ديگر وجوہات  □ 
   دانت لگوانا  متبادل □ 
  گر: _____________دي□ 
  
  ؟ميں شموليت کی کلينک انت کے .آپ نے آخری دفعہ  کس قسم کے  د61
  دانتوں کلينک  ی حکومت□ 
  غير سرکاری تنظيم کا دانت کا کلينک□ 
  ل ہسپتال پرنس فلپ ڈينٹ□ 
  ينکدانتوں کل رجسٹرڈ پرائيوٹ □ 
  کلينک کا دانتوں مينلينڈ چين ميں  □
   آپ کے اپنے ملک ميں□ 
  ينک ملک ميں ڈينٹل کل□ 
  ديگر: _________□ 
  
  ج آپ نے کروايا علا . کيا 71
  صفائی □ 
  بھرنا  □
   روٹ کينال تھراپی □ 
  نکلوانا □ 
   متبادل دانت لگوانا □ 
  معاينہ □ 
  __________________________ديگر: _____□ 
  
  ؟ )سرکل متعدد(کيا وجہ تھی کے آپ دوباره نہيں گے 81
  نہ ہونے کی وجہ سے مسئلہ  کوئی دانتوں کا□ 
  کرتے  مجھے پريشان نہيں مسائلميرے  دانتوں کے  □ 
   بہت مہنگا علاج □ 
  کمی وقت کی  □
  مشق کے  □
  بھروسہ مند ڈاکٹر کہ پتا نہيں □ 
  انجکشن سے ڈر □  
  زبان کہ مسلہ□ 
 ديگر: _________________□ 
	
	
Appendix	IX	
Review	questionnaire	
Questionnaire	(Review)	
First name _____________________________  Last name ___________________________ 
Gender: □ Male □ Female         Date of Birth (DD/MM/YYYY): ______/_______/______ 
Telephone number: Home ___________________  Mobile ____________________ 
 
1. What is (are) the cause(s) and risk factor(s) of gum disease? (May choose multiple) 
□ Bacteria in plaque    
□ Not enough sleep 
□ Too frequent scaling   
□ Spicy foods   
□ Aging         
□ Diabetes       
□ Pregnancy        
□ Smoking     
□ Don’t know                
□ Others:_______________ 
2. What is (are) the way(s) to prevent gum disease? (May choose multiple) 
□ Proper cleaning of teeth            
□ Rinsing with water/salt water 
□ Seek regular dental checkup  
□ Avoid spicy foods    
□ Good control of diabetes         
□ Herbal medicine    
□ Have good rest      
□ Avoid smoking         
□ Don’t know        
□ Others: _______________ 
What is (are) the signs and symptoms of gum disease? (May choose multiple) 
□ Bleeding gums   
□ Tooth sensitivity  
□ Change in tooth color 
□ Swelling of gums  
□ Shrinking of gums  
□ Loosening of teeth  
□ Ulcer 
□ Tooth loss          
□ Bad breath   
□ Don’t know 
3. What is (are) the cause(s) of tooth decay? (May choose more than one) 
□ Irregular tooth surface          
□ Frequent intake of carbohydrates       
□ Lack of calcium       
□ Bacteria in plaque    
□ Not drinking enough water   
□ Tooth worm    
□ Don’t know              
□ Others: _______________ 
4. How can you prevent tooth decay? (May choose more than one)  
□ Clean teeth thoroughly  □ Don’t know    
□ Reduce sweet foods  □ Others: _______________ 
□ Rinse after meal 
□ Use fluoridated toothpaste   
□ Regular dental check-up  
□ Drinking a lot of water 
□ Herbal medicine    
□ Take calcium supplement  
5. Do you agree with the following statements? (Agree / Disagree / Don’t know) 
 Agree Disagree Don’t know
Tooth loss is unavoidable when someone gets older  
The fate of a tooth is not related to regular maintenance  
The health of teeth is important to you  
Denture is less troublesome than natural teeth  
All chewing gum can prevent caries  
Oral health can affect general health  
Regular dental checkup can keep teeth healthy  
 
6. How often do you brush your teeth in a day on average? 
□ Never  
□ Not brushing every day   
□ Once  
□ Twice  
□ Three times or more 
7. Do you use the following cleaning aids? 
 Yes No Not sure
Fluoride containing toothpaste  
Dental floss  
Interdental brush  
Toothpick  
Mouthwash  
End-tuft brush  
8. How many times do you eat in a day on average (including meals and snacks)? 
□ Once  □ 4 times        
□ Twice      □ 5-6 times        
□ 3 times       □ more than 6 times 
 
9. How many times do you take sweets or sugary drinks in a day on average? 
□ None 
□ Once 
□ Twice      
□ 3 times      
□ more than 3 times 
 
10. Did you visit a dentist in the past 1 month? 
□ No 
□ Yes, treatment received: ___________ 
 
11. How did you feel about our program? (Score 1-10: 1 = poor, 10 = excellent) 
 Score (out of 10) 
Dental check-up 
Explanation  & report of  your oral health condition
Oral health pamphlets
Oral hygiene video demonstration 
Overall 
 
 
 
	
	
	
	
	
	
	
  _______________________________
  ______  / _______/ ______(: عورت تاريخ )تاريخ/مہينہ /سال □ دائش کا مردوں پي□ جنس: 
  ___________________ ____________________: رابطے کا نمبر 
 
  کتے ہيں(ياده منتخب کر س؟ )ايک سے زاور  خطرے کے  عناصر  کيا ھيں . مسوڑھوں کی بيماری 1
  دانتوں کی اضافی پرت ميں موجود بيکٹيريا□
  نا سو کم □ 
  اکثر سکيلنگ□  
  دار کھانے کی اشياءمسالے □ 
  عمر□ 
  ذيابيطس□ 
  حمل□ 
  تمباکو نوشی کرنے□ 
  پتہ نہيں□ 
  ____ديگر: ___________□ 
 
  ے ہيں(مسوڑھوں کی بيماری کو روکنے کے لئے کيا کيا ہے؟ )ايک سے زياده منتخب کر سکت . 2
  دانتوں کی مناسب صفائی□ 
  پانی / نمک کے پانی کے ساتھ کلی□ 
  باقاعده دانتوں جانچ پڑتال □ 
  سے بچنا  مساليدار کھانے کی اشياء□ 
  ذيابيطس کا اچھا کنٹرول □ 
  جڑی پوتيوں سے بنی  ادويات □ 
  خوب طرح آرام □ 
  تمباکو نوشی سے بچينا □
  پتہ نہيں□ 
 ديگر: _______________□ 
 
  تخب کر سکتے ہيں(نشانياں کيا ہے؟ )ايک سے زياده مناور  مسوڑھوں کی بيماری کی علامات .3
  مسوڑوں سے خون بہنا □ 
  دانتوں کہ احساس ھونا □ 
  یتبديل دانتوں کا رنگ ميں □
  مسوڑھوں کی سوجن □ 
  مسوڑوں کا سکڑنا □ 
  دانتوں کا ڈھيلا ھونا □ 
  السر □
  دانتوں کا گرنا  □ 
 سانس بدبودار□ 
 پتہ نہيں□ 
 
  کر سکتے ہيں(وجہ کيا ہے؟ )ايک سے زياده منتخب  . دانت کشی کے خراب ہونے کی 4
 دانتوں کا گرم ہونا□                      وں کی غير مناسب  سطح دانت □
 پتہ نہيں□                       کاربوہائيڈريٹ کا  بار بارلينا □ 
                                        : _______________ديگر□                                       کيلشيم کی کمی□ 
  دانتوں کی اضافی پرت ميں موجود بيکٹيريا□ 
  کم  پانی پينا  □
  زياده منتخب کر سکتے ہيں(طرح روک سکتے ہيں؟ )ايک سے  . آپ دانتوں  خراب  ہونے سے کس 5
  نے سے   صفائی کر اچھی طرح وں کی دانت□ 
  ميٹھی چيزوں کو کم کرنے سے  □ 
  کھانے کے بعد دانتوں کو دھونے سے  □ 
  فلورائيد ٹوتھ پيسٹ استعمال کرنے سے   □ 
  باقاعده دانتوں معآئينہ کروانے سے  □ 
  زياده پينے سے پانی □ 
  جڑی بوٹيوں کی  ادويات □ 
  کيلشيم کی ادويات □ 
  پتہ نہيں □ 
  ديگر: _______________□ 
  
  . کيا آپ مندرجہ ذيل بيانات کے ساتھ متفق ہيں؟ )اتفاق / متفق / پتہ نہيں(6
اتفاق کرتا   
  ہوں
  پتہ نہيں   متفق نہيں 
        دانت نقصان ناگزير ہے جب کسی پرانے ہو جاتا ہے
        دانت کی قسمت کا باقاعدگی سے ديکھ بھال سے کوئی  تعلق نہيں ہے
        دانتوں کی صحت آپ کے لئے اہم ہے
        مصنوئی دانت قدرتی دانتوں سے کم مصيبت ہے
        تمام چوانگ گم دانتوں کے خراب ہونے کی  روک تھام کر سکتے ہيں
        بہرونی  صحت کی عمومی صحت کو متاثر کر سکتی ہے
باقاعدگی سے دانتوں کے معا ئينے  سے  دانتوں کو  صحت مند رکھ 
  سکتے ہيں
      
  
  برش کرتے ہيں يک دن ميں اپنے دانت. کتنی بار آپ کو اوسطا ا7
  کبھی نہيں  □
 نہيں  ہر روز □ 
  ايک مرتبہ□ 
  دو مرتبہ  □ 
 تين بار يا اس سے زياده□ 
  
  
  
  
  
  
  
  
 
  . کيا آپ کو مندرجہ ذيل صفائی ايڈز کا استعمال کرتے ہيں؟8
 نہيں يقين ہے  جی نہيں  جی ہاں  
        ٹوتھ پيسٹ پر مشتمل فلورائيڈ
        ڈينٹل فلاس
        درونی صفائی کرنے والا برش ان
        دانتوں کا تنکا 
        منہ دھونے کہ محلول 
        اختتام برش
  
  ؟ايک دن ميں کتنی بار کھاتے  ھيں اوسط )کھانا اور نمکين سميت( . آپ9
 اوقات  4□     ايک مرتبہ□
 قات او 6- 5□   دو مرتبہ  □ 
 مرتبہ 6سے زياده □   بار  3□ 
 
  ؟دن ميں کتنی بار مٹھائی يا ميٹھے  مشروبات ليتے ھيں ا ايک اوسط . آپ 01
 کبھی نہيں□
 ايک مرتبہ□
  دو مرتبہ□ 
  بار  3□ 
 سے زياده بار 3□ 
 
  ؟ديکھامہينے ميں دانتوں کا ڈاکٹر  1. کيا تم نے گزشتہ 11
  نہيں
 : __________________________موصول ہواجی ہاں، علاج 
 
  
 ، شاندار =(01بہت برا =  1اسکور:  01- 1ں کس طرح محسوس کرتے تھے؟ )پروگرام کے بارے مي آپ ھمارے. 21
 
  اسکور 01-1  
    ڈينٹل چيک اپ
    آپ کی زبانی صحت کے بارے ميں وضاحت اور رپورٹ
    زبانی حفظان صحت کافارم
    زبانی حفظان صحت کی ويڈيو
    مجموعی طور پرپروگرام کيسا تھا
 
Appendix	X	
Baseline	clinical	chart	
	
	
	
	
Appendix	XI	
Review	clinical	chart	
	
Appendix	XII	
Review	clinical	report	
Faculty	of	Dentistry	
یاکنس یک یزاس نادند	
The	University	of	Hong	Kong	
گناک گناہ فآ یٹسروينوي	
Date:	__________________																						Name:___________________	
______ :مان____________                                     ___________________ :خيرات 	
Oral	Examination	Report	
ٹروپر یک ناحتما ینابز	
Thank	you	for	your	participation	in	the	dental	check	up.	
.ہيرکش اک پآ ےئل ےک تکرش یک پآ ںيم لاتڑپ چناج یک ںوتناد 
	
Result	of	clinical	examination:	
:ہجيتن اک ناحتما یبط 
	
You	have	_______	decayed	tooth/teeth	detected.	
.ےہ لاچ ہتپ / ںيہ بارخ تناد _______ ےک پآ	
	
You	have	healthy	gums/	gum	disease	(mild/moderate/severe).	
.ںيہ (بارخ ديدش / دنسپ لادتعا / ےکلہ) یراميب یک مگ / دنم تحص ےڑوسم ےک پآ	
	
Your	oral	hygiene	is	rated	as	good/fair/unsatisfactory.	
یلست / ہنافصنم / یھچا تحص ناظفح ینابز یک پآ .ےہ شخب 
	
We	recommend	reinforcement	daily	tooth	cleaning.	
.ںيہ ےتيد هروشم اک یئافص یک تناد ہنازور  وک پآ مہ 
Please	pay	particular	attention	in	cleaning	the	following	teeth	when	you	perform	daily	brushing:	
	hteet	tnorf	reppU 
	hteet	kcab	reppU 
	hteet	tnorf	rewoL 
	hteet	kcab	rewoL 
	
  
 براه مہربانی جب آپ روزانہ برش کريں تو مندرجہ ذيل دانتوں کی صفائی ستھرائی ميں خاص طور پر توجہ ديں:
	
  اوپر سامنے کے دانت 。
  والے دانت اوپرپيچھے 。
  لوئر سامنے کے دانت 。
  لوئر پيچھے والے دانت 。
	
	
	
	
	
	
	
	
	
	
	.pu‐kcehc	latned	rof	raey	yreve/yletaidemmi	tsitned	a	tisiv	uoy	tseggus	osla	eW
	:snoitadnemmocer	rehtO
انچ پڑتال کے لئے دانتوں کے ج ہر سال ديکھيں /فوری طور پرہم يہ بھی تجويزکرتےہيں کہ آپ دانتوں کے ڈاکٹر کو 
  تشريف لے کر  جائيں.
 ديگر معلومات:
	
	
	
Appendix	XIII	
Hong	Kong		Non‐governmental	Organization	Dental	Clinic	List	
	
	
	
	
Appendix	XIV
Newsletter	report	by	Hong	Kong	Christian	Service	
	
	
